INTRODUCTION
Health is an important factor in the development and welfare of the society. Mental health is an important subject among scientists, public health officials and policy makers in the recent years. The World Health Organization considers mental health as one of the principles of primary health care on the agenda of member states. Physical, psychological and social health is necessary for growth of humans. Mental health has different definitions from different perspectives. 1 . Mental Health is an aspect of health. According to WHO experts, health is a state of complete physical, mental, social welfare and not merely the absence of disease or disability and emphasis on the fact that none of these dimensions are preferred over each other. 2, 3 The history of mental disorders is probably as much as human kind. Moreover, health has been important since the dawn of mankind. However, its physical dimension was more focused than other health dimensions. 4 Addiction is a physical-mental disease which threatens health of family and society because of its progressive nature in all aspects of life. This is a major personal and social problem not only causes physical and mental disorders for addicts, but also threatens public health in terms of socio-economic, political and cultural factors. Psycho-personality characteristics of drug addicts are not only caused by drugs; in fact, addicts have serious psychological and personality disorders before addiction and appear becomes more destructively. 5 People with HIV positive are exposed to psychosocial stress due to fatal and incurable nature of the disease. A range of mental distresses from relatively small modes like morbid apathy, guilt, helplessness and despair to extreme modes such as anxiety disorders, major depression and suicidal thoughts is seen in those people. Sleep disorders are major psychiatric problems and lead to dysfunction in everyday life. More than 30% of people suffer from sleep disorders. 6 Sleep is essential for health and quality of life; however, natural variations in age, psychiatric problems, psychosocial subjects of growth and aging can alter sleep patterns and thus affect quality of life for adults. 7 The following items show the necessity to study the different aspects of problems such as mental health, quality of sleep and associated mental diseases: 1) The drug addiction and HIV infection in society and national health system, 2) Widespread and dangerous complications of these two diseases. Increasing and expanding prevalence of these problems in the modern society 3) The significant of mental health and mental diseases in influenced by drugs and intravenous addictions which lead to HIV and AIDS, 4) Untreated mental disorders are associated with failure of medical programs and recurrence of disorder. Hence, this study attempts to determine the relationship between general health and quality of sleep in patients with HIV and addicts treated with methadone.
Literature Review
Keshavarz et al 8 examined sleep quality and its relationship with general health among college students in Karaj and reported 56% and 42% has poor sleep quality and bad general health, respectively. They found that 55% of students with poor sleep quality had impaired general health. 8 Examining the quality of sleep among the medical students in Zanjan, Ghorayshi et al 9 reported 59.4% good sleep quality and 40.6% poor sleep quality. Priority of poor sleep quality were in interns (53.5%), students who lived in their houses (44.6%), students who lived in dormitories (37.6%), and students who lived with their parents (20.8%). 9 Soleymani et al 10 examined general health and its relationship to the quality of sleep in nurses and reported 67.3% good general health, 10.2% poor general health, 62.9% good sleep quality and 37.1% poor sleep quality. 10 Through a case-control study, Farnia et al 11 examined the relationship between stress and coping styles and general health in opioid-dependent and -independent people. In this study, 67% of opioid-dependent people had maladaptive coping styles and 33% had adaptive coping styles, while 14% of opioid-independent people had maladaptive coping styles and 86% had adaptive coping styles. Moreover, 51% of opioiddependent people experienced moderate to high stress and the rest of them experienced low stress, while 84% of opioid-independent people experienced low stress and 16% experienced moderate stress.
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MATERIALS AND METHODS
This was a cross-sectional, descriptive-analytic study. The studied population included 60 patients with HIV and 300 addicted patients treated with methadone. First, all patients with HIV and treated addicts were invited; questionnaires and procedures were explained for participants. Consent was obtained from participants. Participants were asked to fill the questionnaires. Data was collected by 28-item general health questionnaire (GHQ-28)
This article can be downloaded from www.ijlpr.com L-60 including four subscales (depression, anxiety, somatization disorder and social dysfunction) 12 and Pittsburgh Sleep Quality Index (PSQI) including seven components (subjective sleep quality, sleep latency, sleep duration, habitual sleep efficiency, sleep disturbances, use of sleeping medication, and daytime dysfunction) 13 . Questionnaires were studied; and the obtained data was analyzed. To analyze data, the following statistical techniques were used 1.
Descriptive statistics such as frequency and percentage, mean and standard deviation 2.
Chi-square test and t-test (additional analyses were used) 3.
Mann-Whitney test Data was analyzed by SPSS-11 (p<0.05).
RESULTS
The studied population included 60 patients with HIV and 300 addicted patients treated with methadone. Frequency distribution of age is shown in the table below. The highest frequency was related to patients aged 20-29 years and the lowest frequency was related to patients aged 50-59 years. Frequency distribution of education is shown in the table below. In both groups, the highest frequency was related to male. Frequency distribution of occupation is shown in the table below. In addicts, the highest frequency was related to self-employed people, followed by unemployed people and the lowest frequency was related to retired people and government employees. In HIV patients, the highest frequency was related to unemployed people, followed by self-employed people. Frequency distribution of marital status is shown in the table below. In both groups, the highest frequency was related to single people, followed by married people. Q5: during the past month, how often have you taken medicine (prescribed or over the counter)? Both groups responded to this question. Obviously, 45% of HIV patients and 27.4% of addicts reported a history of taking medicine over the past month. It is noteworthy that methadone was not listed as medicine for addicts. Q7: During the past month, how much of a problem has it been for you to keep up enthusiasm to get things done? Both groups responded to this question. Obviously 40% of HIV patients and 29.3% of addicts reported this problem over the past month. Q8: During the past month, how would you rate your sleep quality overall? Both groups responded to this question. Obviously, 36.6% of HIV patients and 27.3% of addicts reported fairly bad and very bad sleep quality. .000
DISCUSSION AND CONCLUSION
The studied population included 60 patients with HIV and 300 addicts treated with methadone. The highest age frequency was related to people aged between 20 and 29, followed by people aged 30-39 years. In other words, 73.4% of HIV patients and 77.4% of addicts aged 20-39 years. This is consistent with statistics provided by disease control centers and Drug Control Headquarter of Iran. This indicates high prevalence of addiction and HIV in young and middle-aged people; thus, it is essential to provide prevention, control and treatment programs such as goal-oriented training programs based on target group, particularly for addicts. In Iran, the most common cause of AIDS and HIV is intravenous drug abuse. Majority of participants had elementary and secondary school education (81.7% of HIV patients and 66% of addicts). Although a vast majority of patients had low literacy levels, addiction and HIV can be seen in all literacy levels from illiterate to academic education. Thus, education can be substantially effective in controlling addiction and HIV; however, addiction and HIV do not belong to a certain social class and even well-educated people are at risk of addiction and HIV. Moreover, 75% of HIV patients were unemployed and 25% were selfemployed, while 79% of addicts were selfemployed and 18% were unemployed. HIV infection leads to various physical, mental complications and physical disabilities, and social problems such as stigma; thus, HIV patients are not able to work. The lack of working conditions can cause physical and mental problems and increase social damage and tendency towards next risky behaviors and even the spread of disease by harming and infecting others. Third, unemployment rate is considerably lower in addicts. Since the most important cause of HIV is intravenous addiction, unemployment increases by increasing addiction, followed by intravenous addiction and ultimately HIV infection. Thus, the increase in addiction rate and HIV can lead to worse job performance. About two-thirds of people infected with HIV and onethird of addicts were single. Considering high frequency of addiction and HIV in single people, it is essential to consider better and more accurate training plans for single people and reduce age of marriage to control addiction and HIV. Frequency of mental disorders in two studied groups is listed below. 
